MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 363-030150

CEPARTMENT OF PUBLIC HEALTH AND WELTS ‘IB ] !; I ‘ !‘ ! 3 STATE FILE NUMBER
Registration Dll"l:! No ————— —-Frimary Registration District N T

ON THIS sTUB 'ILI-LJ HUL‘l !
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whero decaased lived. If institution: Residence before

a. COUNTY s. STATE  Missourib. COunty adminsion)
b. CITY {If outride corporate limits, give TOWNSHIP only) Length of stay in 1b c, CITY Inside Limits
QR s OR .
rown  St. Louis 2 weeks 1own S5t., Louis Ye1 X No O

c. FULL NAME QF {If NOT in hospital, give locatien) Inside Limits d. STREET 1f cunhid i i
FULL NAME O g i i imi ADREET {If cuhide, give location) Reside on Farm

mstiution . Christian Hospital YRl No[] 1949 Hebert Street Yo O No [t

VS5 300
Rev. 4/59

ATE AMENDED

3. NAME OF DECEASED Firyr Middle Last 4. DATE Manth Day Year

{Type or print) - OF
Bessie Kleinberg pEATH  July 2L, 1963
5 SEX 4. COLOR OR RACE 7. Married [J Never Marrlad [] 8. DATE OF BIRTH | - AGE {last birthday) [ IF UNDER 1 YEAR | IF UNDER 24 HR
female white Widowed JOX Divorced 0 |1=28=18 9 ?h Months | Days Hours Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
duri i if reti :
uring mott oh KR 4 iteryen 1 retired) at home Adam County, Illinois U.S,.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Methew West unknown deceased
15. WAS DECEASED EVER IN U.5. ARMED FORCES . 17. INFORMANT Addren

[Yen, no, t}:lanknown] I(If ves, give war or dates o MI‘ ) John Kleinberg , 19h9 Hebe'["b St[‘eet

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and {c). INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED 8Y: ONSET AND DEATH

IMMEDIATE CAUSE {a)

DOCUMENT

Conditions, If any, DUE TO (b)
which gave rise to

above csuse (), J
stating tha under- Mf
lying cauvwe  last. DUE 1O (&)

2 7 JF F/i
PART 1). OTHER SIGNIFICANT CONDITIONS TRIBUTING TO DEATH but not related 10 the terminsl PART Il If  decossed W¥as female was
diseass condition given in PART | [a) there a pregnancy in last 90 deys

] 0 Yes ] gNo l [0 Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, {Emer nature of injury in PART | or PART (1 of [tem 18.)
PERFORMED m] ] m]
YES[O NO

20c. TIME OF Haur Month, Day, Yesr
INJURY am.
g,

20d. INJURY OCCURRED 208, PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATIDON COUNTY STATE
WHILE AT WORK ] farm, factory, street, offica bidg., erc.)

NOT WHILE AT WORK [] [-, . )y 4

t, her . L =
21. | attended the deceassd +ronWZ,—LZ@—, o nd last saw gy, alive o
Death occurred ot ¥ 9 :55 p_ orh,_1ie date stated abovae, and to the best of my knghvied fr the causss stated.

ZZs. SIGNATURE < {Deggse g 1il 22b. ADDRESS - I”‘- DATE SIGNED

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATICN

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

23a. BURIAL, CREMATION, | 23b. DATE g / ‘L;ﬂc NAME OF CEMETERY OR CR 23d. L TION (City, town, or county) (State)

BUFL e 727 riedens Cemetery St, louis, Missouri.

2 LINERAL DIRECTO F . 25. DATE I:EC?. BY LOCAL REG. 4. REG, R'S GNAT E‘
WBUAMERRERR & Son 1ne, 28B0°E. Fatr bve 501" 06 '063 | Boad Ailh . /0.

[Licansed Embalmar‘s Statement on Reverss Side)

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. 8Y LICENSED EMBALMER
]

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embslmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No S/‘}/(

-2
P. O. Addresswé‘

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. .

If this body is not embalmed, fact should be so stated above.

*




